As people age, changes in physical and mental health, relationship status and societal pressures contribute to sexual function. Health and well-being are positively affected by sexual activity. [1] While there is currently no single internationally accepted definition of sexual function, DeLamater [2] defines it as the ability to engage in sexual expression and sexual relationships that are rewarding. It is the state of one's physical, mental and social wellbeing in relation to one's sexuality. [2] Sexual function is therefore a complex relationship between physiological factors, physical health, mental health, social relationships and societal norms associated with ageing and sexuality. [2] More people are growing older than ever before, and expectations of sexual well-being need to be recognised by society in general and healthcare professionals in particular.
Demography of ageing
Over the next three decades the number of people over the age of 60 is expected to rise from ~810 million (1 in 9 persons) to over 2 billion (1 in 5), with the fastest growing segment being in low-and middleincome countries. [3] In South Africa, life expectancy at birth has increased from 52.1 years in 2003 to 59.6 years in 2013, and as of 2011, 8% of the South African population is over the age of 60. [4] As society ages, the healthy life-years lived increase.
Sexual behaviour
To date, the two largest studies on sexual health and function that include older persons are the National Social Life, Health, and Aging Project (NSHAP) [1] in the USA and the third National Survey of Sexual Attitudes and Lifestyles (Natsal-3) [5] in the UK. A total of 3 005 people aged between 57 and 85 years were surveyed in the NSHAP. Sexual activity was defined as 'any mutually voluntary activity with another person that involves sexual contact, whether or not intercourse or orgasm occurs' . [1] The prevalence of sexual activity, and that of persons who rated that having sex was not at all important, in the foregoing 12 months are shown in Table 1 . Sexual activity declined with age and was lower among women than men. Of the sexually active men and women aged 75 -85 years, 54% reported having sex at least 2 -3 times per month. The NSHAP showed that the majority of older adults were engaged in an intimate relationship and regarded sexuality as an important part of life. A substantial number of men and women engaged in vaginal intercourse, oral sex and masturbation -even in the eighth and ninth decades of life.
Health and sexual behaviour
The NSHAP showed that poorer health was significantly associated with being less sexually active. [6] The most commonly reported reason for sexual inactivity over a 3-month period in persons involved in an intimate or spousal relationship was the male partner's physical health. Men and women with diabetes were less likely to be sexually active. The Natsal-3 reported that men and women with a longstanding illness, ≥2 chronic conditions, a BMI >35 kg/m 2 or who walk up stairs with difficulty due to a health problem were significantly less likely to report sexual activities in the prior 4 weeks than those who did not report these issues. [5] Depression, coronary artery disease, renal failure, lower urinary tract symptoms in women, hyperprolactinaemia, diabetes mellitus, primary or secondary hypogonadism in men, and neurological diseases, e.g. cerebrovascular disease and Parkinson's disease, are all associated with reduced sexual desire and arousal. [7] These conditions are more common in older persons. Medications such as antipsychotics, beta-blockers, antidepressants, anti-androgens (e.g. spironolactone), anti-epileptics and narcotic analgesics have been shown to reduce sexual function. [7] Since the advent of combination antiretroviral therapy, HIV/ AIDS is now a chronic condition, and as the population ages it is expected that the number of older persons living with HIV will grow. In a 2008 surveillance study, HIV prevalence rates among South African women and men ≥60 years were estimated to be 9% and 4.2%, respectively. [8] However, older people are often perceived as no longer being sexually active, [9] resulting in them not being screened The development of medications for the treatment of erectile dysfunction in men has, on one level, medicalised the notion of sexual dysfunction. However, it has also allowed researchers to explore many other aspects of sexual function in older persons. Health and wellbeing are positively affected by sexual activity. Older persons engaging in regular consensual sex have shown improved well-being in both physical and psychological health, associated with fewer health problems as they age. Engaging in intercourse has been correlated with improved intimate relationships, improved cardiovascular health and lower rates of depression. 
Relationship status and impact on sexual behaviour
The NSHAP demonstrated that women were less likely to be in a marital or intimate relationship at any given age and this difference increased with age. [1] Of those women not in an intimate relationship, 4% reported being in a sexual relationship in the prior 12 months, as opposed to 22% of men. The prevalence of sexual problems encountered by men and women reported in the NSHAP is shown in Table 2 , as well as the percentage of individuals bothered by these problems.
Problems specific to women
Menopause is a physiological process. It is associated with reduction in oestrogen production and the resulting loss of reproductive ability. [10] Societal values have associated menopause with loss of attraction and sexual success, which are associated with youthfulness. [10] Physiological changes due to menopause are: reduced genital blood flow, reduced lubrication of the vagina and reduced genital sensation. Vaginal atrophy, loss of elasticity, introital stenosis and dyspareunia are often associated with postmenopausal changes. [10] Vaginal dryness has been associated with a previously fractured hip or pelvis, a hip replacement, depressive symptoms, being postmenopausal, and having backache or bone disease for >3 months in the past year. [5] In postmenopausal older women, vulvovaginal atrophy (VVA) is a progressive problem, which is unlikely to resolve without treatment. [11] Surveys have found that 19 -27% of women report dryness, irritation or itching. Up to 80% of women have found it to affect their quality of life, while 7% reported that their healthcare practitioner raised the problem. [ 
11]

Management of vulvovaginal atrophy
The North American Menopause Society recommends a stepwise approach to the management of VVA: [11] • For mild to moderate symptoms, non-hormonal vaginal lubricants and moisturisers as well as regular sexual activity with a partner, solo or a device are advised.
• For more severe symptoms, vaginal oestrogen creams are advised.
• Oestrogen creams have been shown to be systemically absorbed.
• The risks of harm need to be weighed up in:
• women at risk of venous thromboembolism • women with an intact uterus • women with oestrogen-sensitive breast cancers.
Screening questions for women presenting for periodic health reviews
It is recommended that women presenting for a periodic health review are asked the following three screening questions: [10] • Are you sexually active?
• Are there any problems?
• Do you have pain with intercourse?
Problems specific to men
Andropause is a term used to describe age-related androgen decline. [12] There is no internationally accepted clinically defined entity, and unlike menopause, which causes reproductive failure in women, men can continue to reproduce until the end of their lives. While levels of testosterone do decline as men age, these are of a physiological nature rather than of complete androgen failure. Doctors need to be mindful of age-related conditions being defined as a disease state, once new products are developed and believed to alleviate or attenuate associated symptoms without sound evidence of benefit. [13] The known prevalence of complete androgen failure is 0.5%. [12] The off-label use of testosterone replacement has increased significantly worldwide. [12] In the USA, testosterone use has increased five-fold from 2000 to 2011, with almost 5.3 million men using it. [14] In men with established coronary artery disease using testosterone, the absolute risk of rehospitalisation, death, myocardial infarction and stroke showed an increase of 5.8% over 3 years. [15] While multiple medical risk factors are associated with erectile dysfunction (ED), age is the greatest risk factor. ED is found in 20 -40% of men aged 60 -69 years and increases to 50 -100% in men over 70. [14] Sildenafil, vardenafil and tadalafil are all phosphodiesterase type-5 inhibitors (PDE5-Is) registered for the treatment of ED. [14] They are effective in reducing ED by up to 65% and associated with no increase in myocardial infarction or death, cardiac ischaemia or cardiac haemodynamics on exercise testing. [14] They are contraindicated with the concomitant use of nitrates, which may result in severe hypotension. [14] Testosterone supplementation together with PDE5-Is is successful in men ≥65 years who have low testosterone concentrations and who are initially unresponsive to PDE5-Is. [14] 
Doctor-patient relationship
It is estimated that only 38% of men and 22% of women discuss sex with a doctor after the age of 50. [1] It is possible that poor communication between doctors and their patients is due to the unwillingness of both parties to initiate the discussion, confounded by age and sex differences. Attitudes about sexuality, especially as people grow older, may also inhibit discussions. It has been reported that 70 -90% of women are willing to discuss sexual behaviour with their healthcare provider and require information about sexual well-being. However, most of them hope that the healthcare professional will raise the issue. [10] In a study of sexual healthcare needs of women ≥65 years, 68% of women reported that the topic of sexuality had never arisen in a consultation, while 79% would have discussed the topic had it been initiated by a doctor, and 97% believed that it was important for a doctor to know about their sexuality. [16] The number of medical doctors with an interest in sexual medicine has remained constant since the 1970s and studies have shown that doctors often look to non-medical therapists for help in managing sexual problems. [10] A significant number of people are stigmatised owing to their sexual orientation. Family practitioners need to provide a space for older patients from sexual minority groups (many of whom have grown up marginalised and stigmatised owing to their sexual orientation) to discuss their sexual health and be afforded the care that they need as they age.
Conclusion
Sexual activity and problems associated with sex are common among older persons. It is important that healthcare professionals become knowledgeable about the sexual practices of their older patients. Improved knowledge may translate into improved information for patients and the ability to identify treatable problems, enhancing the quality of life and well-being of older persons.
